Adverse events (AE) are not regularly reported in behavioral research, especially when compared to similar reporting in pharmacological research. AE reporting is crucial for understanding the potential risks and outcomes of behavioral interventions as well as characterizing the study population. This presentation presents AE findings of a behavioral intervention to reduce neuropsychiatric behaviors in persons living with dementia, the Tailored Activity Program. A total of 250 dyads (persons living with dementia and caregivers) living in a community setting participated in this intervention, reporting 126 adverse events and 37 alerts. None of the events were attributable to the intervention, with the majority (46%) being related to the health of the person living with dementia or high depression scores in caregivers (19%). These results are analyzed in relation to outcomes and the potential frailty of this study population. Reporting AEs in behavioral trials is the best opportunity to inform treatment options. Most individuals with dementia develop significant behavioral problems, also known as neuropsychiatric symptoms (NPS). One problem that continues to plague measurement of NPS is inconsistency of terminology used to describe NPS. For example, in the Neuropsychiatric Inventory-Clinician Rating Scale (NPI-C), a gold standard for measuring NPS, rejection of care (rejection) is not differentiated from agitation or aggression. Rather, behaviors indicative of rejection are categorized as agitation. Using data from 250 persons with dementia who participated in the Dementia Behavior Study, principle components analysis of the NPI-C domain of Agitation identified four behavioral clusters: 1=rejection of care, 2=restlessness, 3=exiting behaviors, and 4=hiding/ hoarding. Rejection was associated with a more distant relationship with the caregiver, lower cognitive status, and more negative caregiver communication style. Rejection was predictive of higher levels of caregiver burden. Findings support the argument that rejection is a clinically distinct NPS, and likely requires different nonpharmacological management than agitation. The age-friendly community movement is gaining momentum in the United States. More than 325 communities have joined the AARP Network of Age-Friendly States and Communities or the WHO Global Network of AgeFriendly States and Communities. The purpose of this multiple case study was to explore what influences municipal decision-making about joining a network and how communities mobilize the resources at their disposal to make agefriendly changes after joining. The conceptual model that guided this exploratory study incorporated Kingdon's policy change model to explore municipal decision-making about joining a formal age-friendly network and resource mobilization theory to explore factors that influence implementation of age-friendly changes after a community joins an age-friendly network. Data was gathered in three in-depth case studies of age-friendly communities in New England--Brookline, Massachusetts; Newport, Vermont; and Ellsworth Maine. In these three cases, the policy entrepreneur was key to municipal decision-making. Kingdon posits that a single problem definition increases the likelihood that a policy is adopted. However, in these cases, the policy entrepreneur used selective framing to advocate with local organizations and municipal government, a departure from Kingdon's model. Implications for age-friendly policy adoption will be discussed. Resource mobilization theory posits that implementation of change is dependent on resources and collaborations. Each case had access to different resources, but partnerships were key to moving the work forward (with or without collaborations). The primary resources utilized were relational and ideological. Material resources were less likely to move the work forward. Implications will be discussed. Older homeless women have largely been an invisible population. Two co-occurring trends however are bringing them into the public spotlight-the aging and the feminization of the adult homeless population. Yet despite the steep increase in their numbers, relatively little research exists about how gender and age intersect to shape the homeless
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